. 'Attitude to pregnancy' visual analogue scales These statements were placedat the extremes of the 10cm lines Al Certain I want/do not want to be pregnant A2 Sure I have made the right/wrong decision A3 Strongly influenced/not at all influenced-in deciding whether or not to have a baby or abortion A4 Changed/neverchanged my mind about the pregnancy A5 Certain I want/do not want a termination Subjects and methods Ethical approval for the study was obtained from the Charing Cross and Westminster Medical School Ethical Committee. Fifty-two pregnant teenagers (age under 20 years at first clinic appointment) were seen in the West London Hospital over the course of one year from November 1988. Patients attend one of two antenatal and termination clinics held weekly. Thirteen did not attend and six refused to be seen (Table 1) .
Informed consent was obtained. The questionnaires .were administered in private, subjects were supervised during completion and prompted to respond to all questions.
Subjects completed the 28 item General Health Questionnaire (GHQ 28)12; the Nowicki and Strickland Locus of Control scale for children-" modified for an English population and excluding school-related items, and five 10 em Visual Analogue Scales on Attitude to Pregnancy ( Table 2 ). The GHQ was developed as a screening questionnaire to assess psychiatric morbidity in a physically ill hospital population. It is designed to pick up the dysphoria common to all forms of mental illness and assumes a continuum of disturbance. Various forms of the scale exist; the 28 item version is primarily for research purposes and has 4 subscales, based on factor loadings of the different components of the full scale as below. In contrast to America, little is written about British pregnant teenagers, although the pregnancy rate in British teenagers is one of the highest among developed countries and higher than most of the rest of Europe'. While many ofthe obstetric outcome markers reflect socioeconomic disadvantage in the teenage population, there is good evidence of direct adverse medical consequences from early intercourse which correlates with teenage pregnancy rates 2 • 3 • Gordon in particular highlights the very high rates of postneonatal mortality in babies born to teenage mothers". Simms and Smith's" survey of 553 teenage mothers is generally optimistic about outcome for mother and her child when re-interviewed 15 months after the birth of the index child. However, teenage pregnancy and childbirth is associated with poor educational attainments"; social diaadvantaga"; previous psychosocial adversity"; increased paediatric morbidity, mortality and impaired child development?". Increased perinatal mortality and other obstetric markers are predominantly related to socioeconomic factors and antenatal care 10 • 11 • A pregnant teenager may be in a stable relationship, unsupported and alone, or living with her parents. When the teenager accepts she is pregnant, she has to choose whether to attend an antenatal or a termination clinic.
This study sets out to explore two hypotheses; that teenagers who are unsure about their decision to continue or terminate their pregnancy, firstly will have increased probability of psychiatric morbidity, and secondly believe that they are less in control of their lives.
Summary
Fifty-two pregnant teenagers were assessed at 'booking' using the General Health Questionnaire (GHQ 28), a locus of control scale, and five visual analogue 'attitude scales'. Thirty-eight were in the antenatal and 14 in the termination clinic. One quarter had probable psychiatric disorder on the GHQ. The GHQ scores correlated significantly with indecision about the planned outcome of pregnancy (whether termination or full term). Locus of control correlated with the Depression scale of the GHQ but not with attitude to pregnancy or choice of termination or delivery. Clinic staff should be alert to the psychiatric risks when seeing teenagers who have marked doubts about their plans when pregnant.
Correspondence to: Dr S Maskey, Buryfields Clinic, Buryfields, Guildford, Surrey GU2 5AZ 'external'. A person with high internal scores would have a strong sense of personal autonomy, in contrast to the high external subject who feels themselves at the mercy of fate or other outside influence. A good example of the latter was one termination clinic attender, not in the study, who said that she was pregnant because her GP had failed to arrange for her depot Provera injection. The attitude scales are a quantified form of standard clinical enquiry about pregnancy.
Coding and scoring
The GHQ 28 was scored 0-3, giving a possible maximum score of 84 points on 4 interval scales of 21 points each. Scale A: somatic; Scale B: anxiety and insomnia; Scale C: social dysfunction; and Scale D: depression.
Modified Likert scoring-", ie 0 and 1, score zero; 2 and 3, score one, was used to estimate probability of psychiatric caseness. Sharp's cutoff14 of 11/12 for 50% probability of caseness derived from an antenatal clinic population was applied.
Locus of Control
One point was given for each 'external' response on the Locus of Control scale, maximum 26 points on an interval scale.
Attitude scales
The Visual Analogue Scales (VAS) were read on a millimetre rule to the nearest one millimetre and scored 0-99. The scores on scales 3 and 4 were then subtracted from 99 for all cases to give high scores for 'changed my mind a lot' and 'strongly influenced'. Scale 1 scores were likewise inverted for the termination clinic subjects and scale 5 scores for the antenatal group. Thus, for all subjects and all scales increasing scores represent increasing i ndeci si oã bout the choice of clinic in relation to the pregnancy.
Statistics
Between group differences were calculated for GHQ, Locus of Control and the Attitude scales using Kruskal-Wallis Analysis of Variance. Correlations between measures were calculated on pooled data from the two groups using Pearson's Product Moment Correlation Coefficient (Pearson's rho). Calculations were carried out using SPSSIPC15.
Results
The age distribution of the sample is shown in Table 3 .
There were a total of eight previous pregnancies in the antenatal group -three terminations and one miscarriage. This compares with two previous term pregnancies in the termination group. All but one subject with a previous pregnancy was over 18 years. The exception was a 16.9 year old girl in the antenatal group who had a previous termination. 
GHQ scores
The termination group have a significantly higher probability of psychiatric disorder (P<0.05) compared with the antenatal group predicted by the GHQ on the somatic; anxiety and insomnia; depression scales and the total GHQ score but not on the measure of 'social dysfunction' (Table 4 ). For the whole group, using the modified Likert scoring, there were 13 subjects (25%) above the cutoff for 50% probability of case ness: eight of 38 (21%) antenatal and five of 14 (36%) termination clinic attenders (chi square = 15.37 1 df using the likelihood ratio test, P<0.005 16 ) .
Locus of Control
There were no significant group differences in the Locus of Control scores. The median score in each group was 11, Kruskal-Wallis chi square=0.009, P=0.93.
Attitude to pregnancy scales
The termination group were a little less certain they wanted an abortion than were the antenatal group about not wanting an abortion (Kruskal-Wallis chi square=3.70, P=0.05). There were otherwise no significant differences in the attitude scales between the two groups. Intercorrelations between the attitude scales are shown in Table 5 .
Relationships between measures
For all subjects, the Locus of Control scale correlated significantly with their sureness about making the right or wrong decision (rho=OAO, P<O.OI), and with the depression scale (D) of the GHQ (rho=OA3, P < 0.001). The correlation coefficients between the attitude scales and GHQ scores are shown in Table 6 .
Discussion
The main finding of this study is a very strong correlation between the total GHQ score and its scales, and uncertainty about the chosen outcome shown by the various attitude scales. The anxiety and insomnia scale was significantly related to Table 5 . Attitude scales: Pearson correlation coefficients three of the attitude items, wanting or not wanting a baby and being in the termination or antenatal clinic respectively; being unsure they were doing the right thing and frequent changes of mind. Likewise, being unsure they were doing the right thing correlated very strongly with all except the social dysfunction scale of the GHQ.
Using the Likert scoring method, one fifth of the antenatal group and one third of the termination group are high scorers on the GHQ, suggesting a high rate of psychiatric morbidity among pregnant teenagers, particularly if planning a termination.
It has been suggested-" that GHQ scores may be elevated in pregnancy as a result of appropriately high scores on the somatic A-scale, rather than reflect psychiatric morbidity. This study supports this in showing a significant difference in somatic scale scores between the two groups. The antenatal group of teenagers booked predominantly in the second trimester whereas the termination group booked in the first. However it may be that the women planning to have a baby are more accepting of physical discomfort than those who are not. It will be necessary to control for gestation in order to determine the relevance of the somatic scale to predictions of psychiatric morbidity in pregnancy.
Locus of Control was not found to differ between the two groups, moreover the hypothesized correlations with indecision and being influenced did not emerge. The weak relationship with sureness about making the right or wrong decision may be relevant or simply a consequence of multiple comparisons. The stronger Correlation with the depression scale of the GHQ is interesting in that it fits with cognitive models of depression.
While prospective studies of pregnant women do not show high levels of disturbance" or have much Journal of the Royal Society of Medicine Volume 84 December 1991 725 predictive value postnatally, the data presented here suggest that in this younger age group, women who are uncertain about their pregnancy have a high probability of current psychiatric disturbance, confirming the first hypothesis.
Medical and other staff in these clinics as well as general practitioners can readily detect ambivalent feelings, not least through missed appointments and should be alert to the possibility of psychiatric problems in this age group.
